Organizational health literacy is described as an organization-wide effort to transform organization and delivery of care and services to make it easier for people to navigate, understand, and use information and services to take care of their health. Several health literacy guides have been developed to assist healthcare organizations with this effort, but their content has not been systematically reviewed to understand the scope and practical implications of this transformation. The objective of this study was to review (1) theories and frameworks that inform the concept of organizational health literacy, (2) the attributes of organizational health literacy as described in the guides, (3) the evidence for the effectiveness of the guides, and (4) the barriers and facilitators to implementing organizational health literacy. Drawing on a metanarrative review method, 48 publications were reviewed, of which 15 dealt with the theories and operational frameworks, 20 presented health literacy guides, and 13 addressed guided implementation of organizational health literacy. Seven theories and 9 operational frameworks have been identified. Six health literacy dimensions and 9 quality-improvement characteristics were reviewed for each health literacy guide. Evidence about the effectiveness of health literacy guides is limited at this time, but experiences with the guides were positive. Thirteen key barriers (conceived also as facilitators) were identified. Further development of organizational health literacy requires a strong and a clear connection between its vision and operationalization as an implementation strategy to patient-centered care. For many organizations, becoming health literate will require multiple, simultaneous, and radical changes. Organizational health literacy has to make sense from clinical and financial perspectives in order for organizations to embark on such transformative journey.
Introduction
Organizational health literacy (OHL), described as an organization-wide effort to make it easier for people to navigate, understand, and use information and services to take care of their health, 1,2 has emerged amid the discussions about the role of healthcare systems in addressing the challenge of predominantly low levels of health literacy in populations. [3] [4] [5] [6] Research demonstrates that health systems remain less responsive than needed to the issue of low health literacy. [7] [8] [9] Lack of involvement of patients in decision making; unintentional nonadherence to treatments and medications; difficulties with informed consent, patientprovider communication, and discharge instructions [10] [11] [12] [13] [14] [15] ; and increasing rates of emergency care, hospitalizations, and readmissions [16] [17] [18] have been reported for patients with limited health literacy. The vicious cycle of negative health outcomes and limited health literacy is perpetuated by impossible to navigate healthcare systems and difficult to understand communication tools. 13, 19, 20 Proponents of OHL emphasize that challenges experienced by patients in the care process can only be understood within the organizational context of care because patients' ability to understand health information and to navigate the care-seeking process is related to the demands that healthcare systems place on them. 21, 22 Similarly, challenges experienced by healthcare organizations and health systems could be understood within the organizational context of care because the design and delivery of quality care should be related to the demands and expectations that patients and 1 University of Toronto, Ontario, Canada 2 University of Ottawa, Ontario, Canada INQUIRY families place on healthcare organizations. 23 The organizational context where care is provided (eg, simplified interface with healthcare procedures, easy-to-understand information) could compensate for patients' limited health literacy 24 and could also present an opportunity for improvement for healthcare organizations. 25 Therefore, patients' needs may be better met and quality of care could be improved if healthcare organizations transformed to health literacy responsive ones delivering care in a way that supports health literacy best practices and does not require advanced health literacy skills of the patients. [26] [27] [28] With a prima facie case for OHL established, there has been a steady rise in research and application of OHL in the past few years, for example, in the context of an active offer of health care to linguistic minorities, 23 health-literate discharge practices, 29 optimum designs and structures of healthliterate healthcare organization, 30, 31 and barriers to and experiences with OHL. 2, 32 To assist organizations with their transition to OHL, a series of health literacy guides have been developed in the past decade. However, the content of these guides and their use have not been reviewed systematically to understand the scope of transformation to health-literate organization and its practical implications. In this article, we address this specific gap in knowledge by focusing on the following: (1) the attributes of OHL described in the guides, (2) the evidence for the effectiveness of the application of the guides, and (3) the barriers and facilitators to implementing OHL. Originally, we set out to review health literacy guides, but our initial search turned out literature about theoretical aspects of OHL and its operationalization. Intrigued by this finding, we added a question framed as, what theories and frameworks inform the concept of OHL?
With the understanding that the application of OHL requires a change in organizations' practices and processes, we drew on the Model for Improvement 33 and associated Plan-Do-Study-Act-based sequence to provide overall structure for the article and to organize our findings. The advantage of using the Model for Improvement is that it is highly adaptive and minimally prescriptive, and emphasizes empowerment, learning, and growth of knowledge among the users. 33 The sequence for improvement built in the model includes 4 stages of change: developing a change, testing it, making it part of the routine, and disseminating it. The first 3 stages were adopted for this study.
We used an adaptation of the metanarrative review as a means for synthesizing a range of literature. 34 This review provides unique insights into the extent and scope of research and implementation of OHL and discusses recommendations to improve the organization, quality, and delivery of healthcare. These findings have relevance for researchers, advocates, and professionals working to promote OHL, including healthcare administrators, and quality improvement specialists whose mandates include evaluation of quality of care and continuous quality improvement.
Methods
Drawing on principles of pragmatism, pluralism, and reflexivity of metanarrative review, 34 a systematic search of literature was combined with narrative syntheses and analyses. A literature search in Medline (Ovid), Embase (Ovid), Healthstar (Ovid), and PubMed was performed in January 2016. Database searches were supplemented by bibliographic hand searches and gray literature. An initial search was conducted using 10 keywords (organization, leadership, planning, workforce, patient, engagement, communication, navigation, education, and health system) combined (using Boolean operators and, or) with the term health literacy. This produced a list of 48 eligible articles. Full texts of 15 of them were reviewed to help refine the search strategy, and a new search was performed. In October 2017, relevant reports published in 2016-2017 were identified and included accordingly. A detailed search strategy is presented in Table 1 . Search results were exported to Mendeley reference manager software, version 1.17.11 and earlier, and duplicates were removed. The search results are shown in Figure 1 .
Studies were eligible for inclusion if they related to health literacy at organizational or system level and were published in English or French. No time limit, country, or study design restrictions were imposed. However, original research studies that provided details about methods and results were given preference. Each report was screened in 2 stages. In the first stage, titles and abstracts were reviewed for potential relevance. In the second stage, full texts were obtained for further evaluation and screened to determine eligibility.
A content analysis was performed, and selected articles were clustered by study topics into the following categories: (1) studies addressing the development of theory and concept of OHL, (2) health literacy guides developed to inform the transition from healthcare organization to health-literate healthcare organization, and (3) studies reporting on the application of health literacy guides. Our search also turned out 4 studies on measurement of OHL 24, 26 and related constructs. 35, 36 Because health literacy guides typically include an assessment portion, these studies were not included in the review.
The guides were scanned for attributes of OHL conceived as health literacy dimensions and quality improvement characteristics. To review and present findings about health literacy-related content, we drew on 6 dimensions of health literacy developed by the New Zealand Ministry of Health 37 based on the attributes of health-literate organizations. 1 The following health literacy dimensions were captured for each guide: access and navigation, communication, consumer involvement, workforce, leadership and management, and the needs of the population. The quality improvement characteristics were identified and adapted from a variety of relevant sources. 33, [38] [39] [40] [41] [42] [43] The following quality improvement characteristics were recorded for each guide: forming teams, setting specific aims, assessment/gap analysis, establishing measures, communicating/raising awareness, developing health literacy improvement plan, testing changes, tracking progress, sustaining efforts, and scaling up.
Results
The database search, combined with reference tracking and gray literature, resulted in the initial identification of 423 relevant publications in 2016. Four more reports were identified and added in 2017 to update the content of this review. Based on the application of the inclusion criteria to the full texts, 48 publications were retrieved, of which 15 explicitly dealt with the theories and operational frameworks of OHL, 20 presented health literacy guides, and 13 addressed the implementation of OHL and the use of guides.
Theories and Operational Frameworks of OHL
Fifteen included studies have been identified as conceptual papers on OHL. Figure 2 lists these papers and presents a conceptual map of OHL. From this overview, it became apparent that conceptual approaches to OHL focus on the "what" and the "how," where the "what" represents theories that help create vision and the "how" proposes operational frameworks to support action on OHL. However, this division is not strict for 4 theories/frameworks that show an overlap between the "what" and the "how" (described by dotted lines in Figure 2 ). While we attempted to depict chronological development of theories and frameworks in Figure 2 , they are not always described in that order below.
The "What" of OHL. Seven theories have been identified ( Figure 2 ). OHL is envisioned as a multifaceted issue, notably as an issue of population health, public health, responsive practice, and cultural competence. From an ecological perspective, 44 limited health literacy is viewed as a vulnerability that coexists and interacts with other social vulnerabilities, and that interventions addressing an array of influences on peoples' lives are needed. The Rawls's theory of justice applies egalitarian concepts of justice to health care; that is, each person should have equal rights to healthcare services and their delivery. 45 The Rawls's theory is aligned with a proposition for an "integrated care," 46 which seeks to integrate health literacy and cultural competence. The authors argue that separation of health literacy from cultural competence forces healthcare providers to choose the former or the latter in the process of care. When used in isolation, health literacy or cultural competence cannot improve communication, service delivery, quality of care, and health outcomes on their own. 46 The idea of integration is further explored in a settings-based approach of "health literacy-friendly and healthy settings," 47 where health literacy is extended into a broader context, from healthy hospitals to healthy cities. The authors argue that such approach could address limited health literacy broadly and across multiple risk factors, and is likely to be successful. 47 Frosch and Elwyn 48 propose a "unified" vision of health literacy with patient engagement to support patient-centered and responsive health care. This vision places health literacy in the broader movement of participatory medicine. 49 The authors argue that health systems are responsible for leveraging both infrastructure and various strategies to effectively engage patients at all levels of health literacy throughout the care journey. 48 To realize this vision, health systems must engage patients in the design of services that serve them, elicit what is important to them, and ensure that care is integrated in a way that serves patients' needs. 48 A vision of OHL as a complex phenomenon has been developed in 2 recent frameworks, the Vienna Concept of Health-Literate Hospitals and Healthcare Organizations (V-HLO) 50 and the Organizational Health Literacy Responsiveness (Org-HLR) framework. 51 In V-HLO, Pelikan and Dietscher 50 present a broader understanding of health literacy as coproduction of health, quality, and safety; health promotion; and "healthy settings." Similar to Kickbusch et al, 47 authors of V-HLO also call for the wider application of health literacy beyond health care. The V-HLO focuses on health literacy of patients, healthcare providers, organizations, and populations. In Org-HLR, one of the first empirically developed frameworks of OHL, Trezona and colleagues 51 conceptualize health literacy as an issue of healthcare responsiveness. The authors argue that a systemlevel effort is required to address the issue of limited health literacy and that there is a need for organizations to be proactive in meeting community needs, that is, be responsive. 51 The Org-HLR framework highlights the interconnection between leadership and culture, systems, processes and policies, access to services and programs, community engagement and partnership, communication practices and standards, and workforce. In addition to providing the vision, both V-HLO and Org-HLR focus on developing organizational capacities, structures, and processes to support action on health literacy 52 and are reviewed below as the "how" of OHL.
The "how" of OHL. Nine operational frameworks of OHL have been identified (Figure 2 ). Several distinct but interconnected disciplines including organizational behavior, healthcare management, implementation science, and quality improvement underpin operationalization of OHL. While frameworks vary in their aim (eg, reduce barriers, secure sustainability) and the scope of application (eg, patient, program, organization, and health-system level), they all target organizations' capacity to design and deliver health-literate care.
The first notions of OHL were linked to the Kaplan and Norton balanced scorecard, [53] [54] [55] the framework presented in the Crossing the Quality Chasm report, 56 and also to the chronic care model. 53, 57 The new Health Literate Care Model 27 was designed to support improvement strategies that promote comprehensive system change, encourage transparency concerning quality problems, and provide incentives for delivering high-quality care. In this model, staff take on new roles, such as scheduling interpreter services in advance, facilitating patient education during group visits, and calling patients to confirm their understanding of laboratory results or complex medication regimens. 27 The INQUIRY model relies on effective patient engagement to design and deliver high-quality health-literate care, and by doing so, this model also operationalizes the vision of patient engagement described by Frosch and Elwyn. 48 The 10 attributes of health-literate organizations 1 are based on the OHL concept developed by Schillinger and Keller. 58 These attributes help healthcare organizations embrace health literacy by focusing on written and spoken communication, addressing difficulties in navigating facilities and complex systems, initiating and spreading healthliterate practices, establishing a health literacy workforce and supporting structures, expanding patient and family input, establishing policies and monitoring compliance, addressing population health, and ultimately shifting the culture of the entire organization. 1 The 10 attributes have been criticized for being developed inductively and for lacking theoretical backing. 50 Despite limitations, the 10 attributes provided intellectual foundation to at least 2 other action frameworks, the above mentioned V-HLO 52 and Org-HLR.
51
The V-HLO aims at sustainability of OHL by targeting the development of organizational capacities to address specific action areas, including adequate access to health care, meaningful engagement in the process of care, successful disease management, disease prevention, and health promotion at population level. 52 The Org-HLR operationalizes health literacy responsiveness as a system-level action built on intersectoral partnerships to enable effective coordination and integration of care and services, and system navigation. 51 According to the authors, the Org-HLR can have a wide range of application from quality improvement and organizational development to health system reforms that promote equity and public participation in decisions regarding their health and well-being. 51 Kurt Lewin's force field theory is proposed as a strategy to identify and remove barriers to information, to services, and to care to improve health literacy. 59 Applied in change management, Lewin's analysis can help identify factors within the health system and/or organization that drive a person toward or away from a desired quality of care, quality of life, and health status.
Approaches taken by organizations to foster OHL have been categorized as formal and informal. 28 Formal approaches, thought to be more effective than informal approaches, are related to systemic integration of health literacy (eg, infrastructure, processes). In contrast, informal approaches relate to healthcare professionals' inclination to informally support patients. Informal approaches are used more commonly than formal approaches and help counterbalance the lack of health literacy orientation at organizational level, that is, lack of formal approaches at organization level. 28 
Guides and Toolkits for OHL
Twenty health literacy guides were identified (Table 2) . Guides vary in their scope (single-to multiple-issue) and context to which they apply. The majority of guides were developed for healthcare organizations in general; 6 are specialized for primary care practices, hospitals, and pharmacies, and one is designed to support health-literate nursing practices (Table 2) . Most guides combine an assessment of health literacy barriers and an action plan for improving OHL. Guides were evaluated based on their health literacy dimensions and quality improvement characteristics.
Health literacy dimensions.
Although few guides address all 6 health literacy dimensions, communication and access and navigation are consistently included in all guides (Table 3) . Access and navigation refer both to the physical environment and the services provided by the organization. Services do not only include health care, but also telephone systems and print materials-such as medical history forms, directives, and consent forms that are accessible and are easy to use.
Verbal and written communication is included in all activities undertaken by a health-literate organization. A variety of tools and methods, such as the use of plain language, teach 3, and teach-back methods, are recommended to improve the delivery of health information and to assure its comprehensibility, understanding, and use. 35, [60] [61] [62] For organizations serving minority populations who experience linguistic barriers in the process of care, specific practices are recommended for assessing barriers and implementing language-assistance needs of consumers, identifying the organization's capacity for language-assistance services, 63, 64 and building "cultureproofing" into the process of information production. 65 A great number of guides include recommendations for improvements in specific care processes such as admission and discharge, disease-and self-management practices, medication reconciliation, and creation of shame-and stigmafree care environments (Table 3) . Recent guides recommend consumer involvement in OHL assessment, quality improvement efforts, development of education materials, and service redesign. 14, 37, 60, 61, 66 The role of workforce has also expanded to include active participation both in the process of care and in creation of a health-literate environment. 1, 37, 63, 67 For staff to be effective contributors to the organization's health-literate effort, the Vienna Health Literate Organizations Instrument (V-HLO-I) targets improvement of health literacy skills of staff to help them manage job-related health risks and also adopt healthy lifestyles. 52 The guides emphasize the critical role leadership plays in the integration of health literacy in an organization's vision, mission, and strategic planning. 14, 37, 60, 67, 68 Quality improvement characteristics. Elements of quality improvement methods are found in every reviewed guide, although those developed since 2010 consistently link health literacy to safety and quality improvement (Table 4) . Two elements, health literacy assessment and development of action or improvement plans, are commonly recommended as part of health-literate actions. Several guides recommend using the Model for Improvement 33 to inform the development and implementation of health literacy improvement plans. 14, 60, 68, 69 Assessments help identify strengths, barriers, and opportunities for improvement, and also focus on promotion of services (how well services are advertised and how "user-friendly" the physical environment is to facilitate access and navigation) and provision of clear print and verbal communication. Some guides also include review of policies and protocols, specific professional practices, and technologies. 14, 60, 61, 70 Assessments often consist of a facility tour conducted by staff, partner organizations, or external auditors, and include staff survey and scoring. [63] [64] [65] 70, 71 Actions for improvement are recommended in 2 broad areas in the guides: (1) communication and (2) organization of health care. Communication actions range from systemic improvements facilitating productive interactions (eg, adoption of universal precautions in all patient encounters) to targeted improvements in existing health information materials and forms using plain language and the languages commonly spoken by patients. Organization of health care includes a range of changes in structures and processes facilitating improvements in the navigation and design of services and programs, policies, protocols, procedures, and preparation of workforce to deliver health-literate care. These improvements also include both systemic (addressing the entire organization) and targeted improvements in specific procedures, such as referrals for a service, development of personal care plans, and use of patient portals. The guides often recommend using Plan-Do-Study-Act cycles to test changes before spreading them through the organization.
Implementation of OHL
Thirteen reports published in 2008-2017 described the use of health literacy guides. 2, 28, 32, [74] [75] [76] [77] [78] [79] [80] [81] [82] [83] The majority of these reports described the use of assessments of health literacy barriers 75, 78, 81 ; few reports detailed implementation of OHL. 2, 80, 83 Although these studies do not allow to comprehensively assess evidence of the effects of OHL and the application of the guides, they demonstrate that guides can facilitate action to remedy health literacy barriers, 2, 52, 75, 78 to adopt specific health-literate practices, 2, 80, 83 and to understand the complexity of OHL and the factors influencing health-literate practices. 2, 74, 78 Organizations commonly modified existing guides to local context 2,83 and used 2 or more health literacy guides 78, 80 at the same time. A health literacy universal precautions toolkit 14, 60, 73 was favored in chronic disease management, 83 health promotion and disease prevention interventions 84 and to inspire the adoption of system-wide policies and procedures across healthcare organizations. 2 The use of assessment tools provided with the guides was regarded as a useful and feasible exercise to provide direction for improvement 75, 78, 85 ; it required few organizational resources, and caused little to no interference with patient care. 75 A particular guide, however, was perceived as complex with limited value. 79 The use of health literacy guides could be enhanced if the guides had a clear relative advantage, were simple and adaptable, and if support with implementation was provided or barriers to OHL removed. 79 Barriers and facilitators of OHL. Thirteen key barriers (conceived also as facilitators) were identified in literature detailing the use of health literacy guides, covering 3 broad themes: barriers 1 to 4 describe organizational and institutional culture and leadership; 5 to 10 relate to the design and planning of improvement interventions; and 11 to 13 refer to human resources (Table 5) . For many organizations, becoming health-literate will require multiple, simultaneous, and radical changes. 28, 80 Although literature on this topic is scarce, existing reports suggest that systemic approach to addressing health literacy within healthcare organizations is lacking. 28, 76, 82 Specifically, organizational commitment toward health literacy is weak and efforts to enhance OHL via policies, planning, and programs are inadequate. 28, 76 Due to the lack of awareness about health literacy and its impacts on health outcomes and sustainability of the health system, health literacy is not typically integrated into organizations' mission, vision, and strategic planning. 28, 82 In contrast, some health literacy practices may be implemented by front line staff but may not be recognized as such due to the lack of familiarity with the concept of health literacy. 78 When there is support and interest in improving communications and the role of health literacy, organizations may not have a mechanism for staff to train and learn about health literacy. 78 The presence of advocates for change is critical. 2, 32, 79 However, their success depends greatly on support from the leadership. The existence of a management structure and a culture that supports innovation and quality improvement is regarded as essential.
Discussion
The results of this review highlight a variety of theories, operational frameworks, and implementation guides for OHL. Similar to health literacy, OHL appears to be a heterogeneous phenomenon 86 ; literature reviewed for this analysis demonstrates that OHL is theorized and operationalized from many different perspectives. Theorization of OHL as a public health issue is consistent with recent research on health literacy within a broader public-health model. 87 However, this perspective may be problematic for the vision and operationalization of OHL beyond public health. From a population health perspective, OHL is envisioned as an equity issue. Although equitable access to health care and services is necessary to avoid worsening of social disparities and lowering of health status, 88 equity in health cannot be fixed exclusively at the level of health system; because health care is produced by society and unfair social arrangements outside of health care, equity remains the characteristic of the social system 45 and should be addressed by attending to social determinants and structural inequities outside of health care. 47 There is a practical implication to envisioning OHL from a population health perspective: It inevitably takes healthcare organizations into the broader sociopolitical context. This vision demands the visionaries and implementers of OHL to acknowledge that access to health care and services is not the only determinant of health [89] [90] [91] [92] ; lifestyle, education, social support, and the environment are at least as important but are unaccounted for in most OHL frameworks. We identified 20 health literacy guides supporting transition to OHL. On one hand, such variety allows organizations to make informed decisions about which guide to select based on the best evidence available for their unique situation; on the other hand, such variety may lead to confusion about how to think of OHL and what guide to use to plan action. Fortunately, in spite of many differences, all guides focus on addressing shortages in health literacy by reducing the complexity of health care, increasing patient understanding of health information, and enhancing supports for patients at all levels of health literacy.
Health literacy guides, particularly recent ones, provide evidence-based recommendations and best practices to support health-literate actions; they include explicit quality improvement methods, and help build a business case for OHL. However, with the exception of few health literacy guides, 52, 60, 73 most guides have not been tested for applicability in organizational practices, which calls to question their effectiveness. Most but not all guides include an assessment of health literacy barriers. Assessment and screening to measure OHL could potentially be conducted using validated measurement tools. 26, 52, 24 A better alignment is needed between theorization of OHL as a population health issue and its operationalization from a quality management perspective. The concern is that quality improvement activities that bring about immediate improvement in healthcare delivery in particular settings for a group of patients 93, 94 may be insufficient as a strategy to improve health and ensure equity for all. Specific strategies described in health literacy guides are likely to improve navigation and patients' understanding and use of health information in specific settings, 60, 70 but they are less likely to produce relevant and effective policies to promote a comprehensive system change. 27, 52 While theories and operational frameworks place OHL in broader contexts, 50, 95 movements, 47, 48 and integrated care, [46] [47] [48] 27 the guides (inadvertently) address OHL as a standalone issue. Healthcare organizations are under tremendous pressure to deliver on patient-centered care (PCC) and patient engagement, embrace innovations for integrated care, and lower costs of care while they are also overcoming a change fatigue. [96] [97] [98] It would be difficult to interject OHL in the midst of ongoing changes without operationalizing it properly. For example, the connection between PCC and OHL often lacks operationalization in health literacy guides. PCC has been defined as "care that is respectful of and responsive to individual patient preferences, needs, and values." 56 Efforts to make the healthcare environment more responsive to patients' needs, preferences, and values also fall in the realm of OHL. Taking this view, OHL can be considered the "how" of PCC, the strategy and the catalyst for building supportive culture, supportive systems, policies and practices, and an effective workforce. 51 Others have previously equated OHL with PCC 99 and suggested integrating health literacy into patient-centered models of care. 100 Based on this, we make a recommendation that actions related to improving OHL be included under the umbrella of all organizational changes centered on PCC.
Challenges perceived as barriers for implementing OHL have been previously reported in literature on quality improvement in general. 2, [101] [102] [103] [104] [105] A recent study identified lack of time and funding as the most common barriers for integration and sustainability of OHL. 32 Cultural change, whether organizational culture or culture of innovation, is an essential but perhaps the most elusive of all challenges related to OHL. [78] [79] [80] For most organizations, shift to a comprehensive OHL would likely be a complex process unfolding over many years. Key factors that facilitate success in quality improvement initiatives, including supportive leadership, supportive external stakeholders and professional allegiances, ownership of changes, and subcultural diversity within healthcare organizations and systems, 106, 107 will likely facilitate successful transition from healthcare organization to health-literate healthcare organization.
It is not clear from this review whether propositions for the vision and operationalization of OHL align with the perspectives from which healthcare organizations and their staff are prepared to approach health literacy. It is clear, however, that OHL has to make sense from clinical and financial perspectives in order for organizations to embark on such transformative journey. 53 Limited health literacy is a significant independent factor associated with increased healthcare utilization and costs. 108, 109 Meeting the needs of people with limited health literacy could produce savings of approximately 8% of total costs for this population. 109 This suggests that interventions should be designed to remediate health literacy needs to reduce costs and a shift to OHL could be a step in the right direction to achieve it.
There are several limitations to this review. Due to time and cost considerations, only English-and French-language publications were reviewed. This, and a lack of relevant keywords in the indexes of search, may have led to the omission of some relevant reports. Furthermore, the generalizability of these results may be limited because the majority of studies included health literacy guides from the United States.
Conclusions
OHL is designed to help build a person-centered, evidencebased, and quality-driven health care. To support this mission, several guides have been developed and provide evidence-based recommendations and best practices to tackle the issue of limited health literacy. While familiarity with health literacy is lacking and the use of guides has been limited thus far, reported experiences with the use of the guides have been overwhelmingly positive. A variety of theories and operational frameworks of OHL have been (and continue to be) developed. To a knowledgeable user, this variety offers a choice of perspectives about OHL and a course of action to achieve it. With definition of health care changing and expanding to take into account the wider determinants of health, 110, 111 OHL has to acquire a new meaning and stretch beyond improving navigation, understanding, and use of information. It is imperative that conceptualizations of OHL continue to build on and include notions such as intersectoral collaboration and stakeholder empowerment as described in Org-HLR 51 and V-HLO, 52 respectively. Equated with PCC, OHL should be included under the umbrella of all organizational changes for person-centered care and tried as a strategy to improve health outcomes and quality of care and to contain and reduce the cost of care.
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